raised biliary tract enzymes, hyperuricemia without gout, and hypercholesterolbmiaremain unexplained. One attempt to treat the itching with cholestyramine, on the basis that it might be due to deposition of bile salts in the skin, was unsuccessful, and this symptom continues to resist treatment.
Dr C M Oakley said that this patient had a number of apparently unrelated anomalies and was shown in the hope that similar cases might have been seen by members of the Section. No metabolic basis for the syndrome had been found, although the opinions of experts in each of the biochemical abnormalities had been sought.
Pulmonary artery branch stenoses had three known associations, none of which applied in this case: (1) they might be familial; (2) they occurred in the rubella syndrome; (3) they were seen in children with mental retardation and the characteristic facial appearance of infantile hypercalcemia. In all three conditions the branch stenoses might be either severe, causing right ventricular and main pulmonary artery hypertension, or mild and subsidiary to supravalvular aortic stenosis. Progress: Heat stroke was considered, but the rectal temperature was then normal, and the history of active cooling before admission was not known at the time. The patient was therefore transferred to the Wessex Neurological Centre. The following morning he regained consciousness but during the next two days the blood urea rose to 300 mg/100 ml and blood creatinine to 14.6 mg/ 100 ml and he became oliguric and hypertensive, requiring hypotensive therapy. He had both albuminuria and hmmaturia. At this time the chest radiograph showed slight cardiomegaly and hilar congestion, and ECG registered a deep Q wave and inverted T wave in standard lead III. SGOT reached a maximum of 750 iu. No reduction of thrombocytes occurred and, surprisingly, he did not develop jaundice.
In view of the impending renal failure he was transferred to St Mary's Hospital, Portsmouth, under the care of Doctor H A Lee, and peritoneal dialysis was carried out over the next six days. Intensive investigation for alternative causes of renal failure was negative. A renal biopsy on the tenth day showed acute tubular necrosis.
Renal function subsequently recovered progressively and five months later was normal. Blood pressure became normal without therapy. ECG changes persisted. He had some residual motor disability in the left hand with increased tendon reflexes in that limb, as well as diminished tactile discrimination and astereognosis.
Comment
The generally accepted definition of heat stroke is of coma produced by a body temperature of 1050F (40.60C) or greater (Leithead 1965), together with elevation of serum enzymes (Shibolet et al. 1967) . It is probably uncommon in this country, although the Army Medical Services are well aware of its possible occurrence in temperate zones (Manual of Army Health 1965) and in the past three years we have seen 3 other cases fulfilling all the criteria of heat stroke (Carson & Webb 1972, in preparation) .
A detailed study of 36 cases of heat stroke in previously fit young men in Israel has been made (Shibolet et al. 1967) . In this group collapse occurred during sustained physical effort, but the rate of heat production fell from the time of collapse, and the body temperature when recorded later was often below 105°F (40.6°C). Contrary to the commonly held belief, sweating was usual. All severely affected cases had renal and hepatic damage, with disturbed blood coagulation. Transient neurological sequele were common in survivors, and impaired mental ability (2 cases) and paraplegia with dysarthria (1 case), were described. In those who died, widespread cellular degeneration, petechiae, and gross hemorrhages were found at necropsy. Acute renal failure complicating heat stroke was first described by Malamud et al. (1946) , and has been studied in detail in African gold miners (Kew et al. 1967 ). This study showed a typical pattern of a moderately raised blood urea early in the course of the illness, rising rapidly in the first three days despite adequate rehydration. All the patients had at least one renal biopsy in which the typical finding was acute tubular necrosis. It was suggested that renal failure resulted from a combination of high tissue temperature, increased acidity, and anoxia secondary to dehydration and renal shut-down. We consider that our patient demonstrates many of the protean manifestations of heat stroke. SirRobert Drew (London) said that this interesting case was certainly atypical, since the rectal temperature remained normal. He asked whether there were any possible predisposing factors, such as previous illness or alcoholism.
In the hot summer of 1953 there were a number of instances of heat effects in young soldiers after a long route march across Salisbury Plain; the condition was not so unusual in this country. Ice-water enemata had been suggested as part of the treatment; Sir Robert Drew was strongly opposed to this therapy, since the rectal temperature must be checked from time to time to assess progress.
Lieutenant-Colonel Carson replied that there was no history of alcoholism, previous illness, or loss of sleep. He agreed that there was no place for ice-water enemata and said that they used an indwelling electric rectal thermometer to monitor temperature.
Multiple Intestinal Malignancies T J Flew FRCS (for J A Fox FRCS) (University College Hospital, London WCI)
Mr L J, aged 69 History: 1964, right hemicolectomy for carcinoma of ceecum. October 1970, carcinoma of rectum, associated with multiple adenomatous colonic polyps, treated by abdominoperineal resection; a tumour-like mass was noted in the pyloric antrum. September 1971, a partial gastrectomy was performed when he developed obstruction. The specimen revealed a cystadenoma undergoing malignant change, and an unsuspected carcinoma-tous ulcer on the lesser curvature. He is now well and free from clinical recurrence of tumour. Comment The appearance of two primary carcinomas in one patient was first reported by Czerny in 1880. In 1889 Billroth reported another case, and first laid down criteria for the acceptance of multiple primary neoplasms. Warren & Gates (1932) established new criteria: (1) Each tumour must present a definite picture of malignancy. (2) Each must be distinct histologically. (3) The possibility of one being a metastasis of another must be excluded.
By 1961 a considerable number of patients with three primary neoplasms had been reported, and in a large series of37 580 patients with malignancies (Moertel et al. 1961 ) there were 46 (0.12 %), but only one patient with four primary tumours. Werthamer et al. (1961) defined even stricter criteria, in which multiple malignancies occurring in the lower intestinal tract, excluding the rectum, count as one primary, as do multiple tumours occurring in the same organ. In our case, therefore, the two gastric tumours count as one primary, and the patient is classed as having three primary malignancies, all of the gastrointestinal tract.
Opinions as to the significance of multiple primary tumours have varied. Basically there are three views: (1) A previous cancer confers some immunity to subsequent cancer development.
(2) The incidence is that which is expected by chance.
(3) Cases occur more frequently than the incidence expected by chance alone. Schottenfeld et al. (1969) found no increase in the number of synchronous or subsequent cancers of other organs in patients with cancer of the stomach, but in patients with cancer of the colon and rectum there was a threefold increase in incidence of metachronous primary cancers of other organs. The highest observed : expected ratios of multiple primary tumours were recorded in patients with carcinoma of the czcum.
In view of the increasing numbers of older cancer patients, the incidence of multiple primary malignancy is likely to rise. The possibility of development of second, third, or even fourth primary tumours must not be forgotten during the follow up of a patient who has had cancer, and any subsequent malignancy should be attacked with the same vigour as the original.
